ABSTRACT
MATERIAL AND METHOD
This report is based on 800 individuals with an ICD-10 diagnosis of alcohol dependence syndrome who utilised the services of this centre over a period of 5 years from January 1995 to December 1999. Baseline clinical assessment included a semi-structured proforma to elicit details regarding alcohol consumption, SADD (severity of alcohol dependence data questionnaire; Raistrick et al.,1983) and APQ (alcohol problem questionnaire; Drummond, 1990) . Decision regarding hospitalisation was based on various clinical parameters and the severity of dependence After management of the acute withdrawal state, patients attended group therapy sessions, combined with alcohol education and counselling. Marital and family therapy, and cognitive behavioural interventions were used when indicated. Suitability for disulfiram therapy was assessed based on the client's motivation, mental status, physical condition, and availability of a supportive relative. Patients were encouraged to attend follow-up once a week.
RESULTS
800 patients (796 (99.5%) men and 4 (0.5%) women] with alcohol dependence were treated in this de-addiction centre over a period of 5 years from 1995 to 1999. Mean age was 39.7 (8.66) years. Majority (44.4%) of the patients belonged to the 35-44 yr. age group. Based on the socio-economic status scale (Kuppusamy, 1976) , majority of patients belonged to the upper-
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lower (IV) and lower (V) socio-economic classes (35.9% and 29.1% respectively). 42.5% of the patients had been referred by physicians, while 52.5% were brought by family members and friends. Only 5% were self-referred. It was also observed that 70% of patients cited discomfort due to withdrawal symptoms as the primary reason for seeking'treatment.
67.1 % of the patients had family history of alcohol-dependence syndrome. Average scores obtained by the patients on SADD and APQ are listed in the table. Delirium tremens and withdrawal seizures were observed in less than one-fifth of the cases. Of these 800 patients, 321 (40.1 %) received in-patient care. Follow-up data of 607 cases seen between 1995 and 1998 was analysed. 28 (4.6%) had attended follow-up for more than one year, while 48 (7.9%) had come for follow-up visits for 6-12 months. 152 (25.1%) patients attended follow-up for 1-6 months, while 379 (62.4%) patients dropped out from the follow-up clinic in less than a month. Though 407 (50.9%) patients were prescribed disulfiram, only 98 (12.3%) patients had complied for at least 6 months.
DISCUSSION
Retention in the treatment program for a reasonable period of time is important for a successful outcome in substance abuse disorders (Erickson et al.,1995) . Our results indicate that there is a high degree of dropout of patients in the initial months following detoxification, though absence of adequate information about relapse rates is certainly a limitation. Multiple factors could have contributed to this heavy dropout. First of all, the majority of our clients have started consuming alcohol early and an average period of 9 years has elapsed before they sought treatment. At the time of contact, they showed a high level of dependence. This hospital, being a tertiary care centre, might be attracting clients who may basically carry a poor prognosis. Further, the majority of our clients seek treatment to gain relief from acute withdrawal and physical symptoms, and with the subsidence of withdrawal symptoms, the motivation to attend follow-up might be lost.
Other factors could have contributed to poor retention in follow up. A high rate of dropout of alcoholics during follow-up is reported by Vanicelli et al. (1976) and O'Connor and Daley (1985) , who attributed this to inadequate tracing techniques. The tracing technique adopted by this centre was by word of mouth and by postal reminders. This technique could not be supplemented by home visits due to lack of personnel. The development of efficient tracing techniques may enhance retention in treatment.
One has to address problems peculiar to clients from the low socio economic class, who constitute the majority of our patients, and are especially likely to suffer from financial stress, and unemployment. Manual labourers who return to their jobs immediately after treatment resume alcohol consumption to relieve bodily pain after a hard day's work. The guilt that follows may prevent them from seeking help again. In addition, those who give up alcohol in a protected environment may succumb to a fear of peer isolation in the community, and eventually relapse. It is generally accepted that disulfiram is effective in the short-term treatment of alcohol dependence (Abraham etal, 1997) . However, its contribution to retention in treatment remains inconclusive It is interesting to note that the majority who utilised the de-addiction follow-up services for more than six months are the ones who were on disulfiram. Carroll et al. (1998) observed that disulfiram treatment was associated with significantly better treatment retention. A similar trend has been observed in our centre.
It is apparent that a detailed study is required to enhance our comprehension of the reasons behind the poor retention of alcoholics in follow-up.
